The Caribbean is a multi-ethnic region with many different cultural differences. The majority of the population is of African d~scent, but there are also other ethnic groups present such as Indians, Chinese, Syrians and Eur~p.eans. The Caribbean region is influenced by countries such as the US~, Great BntaIn~France and Holland. The countries of the Caribbean have.a s~nou~pro?le~wI~h HIV infection and AIDS. The epidemiology of HIV infection In this regIon, IS diff~re~t from most other parts of the world in that the mode of spread d~es n~t e~s~y fit into any of the three WHO patterns. This re.view sh~ws that t~e infection initially started in the homosexual/bisexual community, but since then, It has n:oved to the heterosexual population and this form of contact is now the. main mod~of transmission of the virus. The Governments of the Caribbean countries have~eahz~d the extent of the problem and have taken measures to try to control the epidemic,
INTRODUCTION
The Caribbean islands comprise English speaki~g and non-English speaking countries. These countries vary greatly in size, Cuba being the largest with a population of over 10 million, and Montserrat one of the smallest, with a population of just over 30 thousand.
The Caribbean is a multi-ethnic region with many different cultural influences. The majority of the population is of African descent, their forefathers originally were brought there after 1680 as a result of the Portuguese slave trade. There are also other ethnic groups present. Those of Indian descent originally arrived as indentured labourers after the abolition of slavery, in 1845. Those of Indian descent are found mainly in Trinidad and Guyana, the two most southern countries of the Caribbean.
The region has been greatly influenced by larger countries both near and far. The USA exerts the greatest overall influence directly, mainly throughout the English speaking countries. Son:e of the countries, for example Puerto Rico (considered one of the states of the USA) and the Bahamas are economically reliant on the USA. Europe also has a great influence in the Caribbean, mainly as a result of its colonial history. The educational system, t~e legal system and the political system are quite similar to that in the United Kingdom. France and Holland also have strong links with some of th~~on English speaking countries, for example Martinique and Curacao. Cuba, even though it is quite close to the USA has closer links with the former Soviet Union. There has, therefore, been much migration from these countries, to the Caribbean. However, over the last 30 to 40 years, the reverse has occurred, with many of the Caribbean resident~mig~ating to countries such as the USA and the United Kingdom, mainly for economic reasons. In support of this, the 1991 Census of the population of England and Wales found that 9.1% of the population of Birmingham is Caribbean in origin 1 . The Caribbean is also a major tourist destination, attracting visitors from many parts of the world, in particular the USA because of its close proximity. The attractions include its lovely beaches, warm weather and very friendly people. There is also frequent travel to and from the Caribbean for business reasons, as a result of the previously mentioned influences. In addition, many Caribbeanborn people living abroad frequently return for special holidays, such as Christmas. All of this gives ample opportunity for any communicable disease to be either brought into the Caribbean region, or transported out.
HISTORY OF THE EPIDEMIC
The first confirmed case of AIDS was diagnosed in Jamaica in 1982, when AIDS surveillance began. In Trinidad and Tobago, 8 cases were reported in 1983, all in homosexual or bisexual males 2 -4 . HIV antibody testing began in the Caribbean in 19~5, first in Trinidad and Tobago, and subsequently in the other countries-. However, retrospectively the first case of AIDS probably occurred in Haiti in July 1978, with the first case of opportunistic infection in the country. The first case of fulminant Kaposi's sarcoma in Haiti, was confirmed in June 1979 5 . These cases interestingly coincided with the recognition of the first AIDS cases in the USA.
EPIDEMIOLOGY

Sources
Searches were performed in the international databases (MEDLINE and AIDSLINE), as well as a review of the posters and papers submitted and presented at the World AIDS/STD conferences held in 1992 and 1993, to identify available publications on the subject of the epidemiology of AIDS in the Caribbean. In all 85 publications were collected. The main source of the data from the English speaking Caribbean countries was the Caribbean Epidemiology Centre (CAREC). This was established in 1975 to collect surveillance data from its 19 member countries. It is however recognized that in the Caribbean, like many countries worldwide, there may be a problem of under reporting.
Prevalence
For the Caribbean region as a whole, the total number of cases of AIDS reported up to 31/12/89 was 9077. Of this figure, 1606 were from the English speaking countries-, By the middle of 1992, this figure had increased to 3562 6 , an increase of 120% over 2.5 years. The extent of the problem varies among the different countries, with data for cumulative cases up to 1989 showing that 86% of the cases came from 5 countries: Puerto Rico 3297: Haiti 2331: Dominican Republic 1200: Trinidad and Tobago 563 and Bahamas 4372. These gross figures can be misleading though, because there is a wide variation in size between the countries' populations. Calculations of the ratio of reported cases for a given calendar year, to the mid-year population estimates for that same year, provide a better method of comparison (see Table 1 ).
From this it can be seen that both the Bahamas and Bermuda have rates much higher than those in other Caribbean countries. These rates are even higher than those in the USA for each of the years for which data was available. For the Bahamas in 1989 the rate was more than 7 times that for Figure 1 . Age distribution of cases of AIDS (as at 30.6.1988, seeref. 2) the USA. In 1991, the rates were even higher with the figure for the Bahamas, for example, reaching 89.4 per 1000 6 •
Age
The large majority of cases, 73.1%, occurred in the 20-44 year age group, with the peak being among the 25-34 year olds ( Figure 1 ). This has remained the same since the epidemic began", The number of paediatric cases however, has been on the increase. In the English speaking Caribbean countries, paediatric cases increased from 16 in 1985, to 47 in 1991 6 • By the end of 1989, paediatric cases under 15 years, represented 9% of all reported cases of AIDS, with the Bahamas having the highest rate at 16%7.
Sex
The first cases of AIDS in women living in the Caribbean were reported in 1985 and since that year, the number has steadily grown. As a result the ratio of males to females affected has steadily fallen so that at the end of 1991, the ratio was 2: 1 6 ( Table 2) . Among the paediatric age group, the male to female ratio was 1.4 : 1 2,7.
Risk behaviours
In the first 3 years of the epidemic in the Caribbean, all the reported cases were among homosexual and bisexual men. While the number of cases due to this risk behaviour has continued to increase, its proportion of the total number of cases has steadily fallen. This is because the number of cases among heterosexuals has been increasing at a greater rate. From 1985 to 1991, the homosexual and bisexual c~ses fell from 51% to 16%, while during that same tune period, the heterosexual cases rose from 13% of adult cases to 83%. Heterosexual contact probably replaced homosexual/bisexual contact as the maiñ ode of HIV transmission during 19896. Ninety rune per cent of the cases of AIDS up to 1991 were therefore due to sexual contact. Other risk factors such as intravenous drug abuse and blood transfusion accounted for only a small proportion of cases.
The situation, however, is not the same for all thẽ ountries of the Caribbean. Guyana, for example, 1S one country where homosexual and bisexual contact is still the main mode of transmission. Puerto Rico and Bermuda are different from the others, in that they are the only 2 countries where mtravenous drug abuse has been found to be a major problem'. In Puerto Rico in 1991, heterosexual transmission accounted for only 18% of AIDS cases 8 • HIV SEROPREVALENCE IN SELECTED POPULATIONS (Table 3) Homosexual/Bisexual men Several studies done in the homosexual and bisexual communities have shown the HIV seropositivity to range from 13.8% to 40%. It is most likely that these data over-estimate the true prevalence of HIV infection in homosexual men, since most of these Surveys were conducted in men seeking medical attention for a sexually transmitted disease, or because of a concern that their past or present sexual behaviour had placed them at risk 2,9. Female prostitutes In contrast to the studies in Africa which have demonstrated rates of HIV infection among female prostitutes as high as 27% to 90%10-14, similar studies done in the Caribbean have found much lower rates, between 0% and 13%2,15,16. These studies were however based on small numbers.
Intravenous drug users
Little data are available concerning the extent of intravenous drug abuse in the Caribbean, and the prevalence of HIV infection or AIDS among the intravenous drug abusers. Puerto Rico was the only country from which data were obtained and the rate of HIV seropositivity was 52%. This is comparable with studies done in the north eastern United States, with rates ranging from 50% to 60% in New York City and northern New Jersey9,17.
Blood donors
The screening of donated blood and plasma for HIV antibody began in the Caribbean in 1985, as was the case in other parts of the worldl". This screening gives a better indication of the prevalence of the virus in the general population. For the Caribbean, the seroprevalence of HIV antibody was found to vary from 0.004% in Cuba, to 0.92%in Trinidad and Tobago 9. 
GEOGRAPHICAL FACTORS
Trinidad and Tobago
It is felt that HIV was introduced into the Trinidad homosexual community by contact with homosexuals from th~USA29. Th,e fa~t that the epidemic initially started In the male gay community supports this. There are several factors which may have facilitated the spread of the virus early in the epidemic. These incl~de t~e~in<;£all o~revenues from the high price of oil (Trinidad s main export), in the late 1970s resulting in increased travel by the local population to and from the USA.
Trini~ad an~Tobago also have a significant proportion of bisexual males, which is also the case in some of the other Caribbean islands, accounting for 15-25% of all the cases of AIDS30-32. Many of these bisexual males are married or have stable female partners, and this is considered to be one of the main reasons for the increasing number of women becoming infected with HIV through heterosexual transmission.
As in many other parts of the world, drug abusẽ s also a prob~em in Tri~id~d and Tobago, mainly In the form of crack cocaine , and this seems to have reached epidemic proportions. It has been shown in the USA that there is a strong link between crack co~~ine use and HIV seropositivity33. Studies in Tnmdad have also shown this significantassociation. Other factors which have been shown to bẽ ignificantly as~ociated with HIV seropositivity, Inclu?~ulcer~tIv~genital lesions, for example syphilis, prostitution and non-ulcerative infections such as gonorrhoea. These latter factors, both fuelled by th~cra~~cocaine epidemic are thought to be th~ma~n~nvm~~orces behind an explosive HIV epidemic In Trinidad's. The island's close proximity to South America could be a contributing factor to its drug problem.
Bahamas
During the last decade, the Bahamas documented one of the highest rates of AIDS in the Caribbean and t~e Americas-" (Table 1 ). This country also has a major drug abuse problem with 'crack cocaine' as is. the case in Trinidad and Tobago, and was considered to be one of the drug trans-shipment points between South America and the USA. The country is also a major international tourist destination, attracting many nationals from the USA annually. The mode of transmission of HIV is predominantly by sexual contact, with heterosexual transmission accounting for the majority of cases.
In light of the above mentioned drug problem, over 60% of the patients contracting HIV as a result of heterosexual contact were found to be cocaine abusers (not intravenous drug abusers), who in turn were identified with sexual promiscuity and prostitution as a result of the drug abuse 36. The high rate of paediatric cases in the Bahamas is therefore not surprising".
Puerto Rico
This country is in fact one of the 50 states of the USA and it is also one of the only 2 Caribbean countries 51 
Antenatal clinics
Measuring the level of HIV infection among womeñ ttendin~antenatal clinics, provides important information about sexually active women between the ages of 15 and 40 years 19 ,20 . It is also relatively predictive of the number of potential HIV infected children, since the risk of HIV transmission from an infected mother to her infant has been estimated at between 30% and to 50%21-27. The seropositivity rate was found to vary from 0% in Cuba to 9.2% in Haiti. The latter rate is much higher than that found in the USA which was highest in New York City, at 2.6%17,28.
TRENDS
The number of cases of AIDS reported in the Caribbean, has continued to increase, however the rate of rise is lower than in earlier years ( Table 4 ).
As can be seen, the percentage increase in the number of reported cases from 1986 to 1989has been steadily falling. However, this is only a general trend, with the situation varying greatly among the different countries. In some countries, for example Anguilla, there has been no increase in the number of reported cases from 1988to 1989. In other countries like Cuba and Haiti, there has actually been a fall in the number of cases for the same time period, while in Surinam, the percentage increase from 1988 to 1989 was the order of 800%2,9. These figures for individual countries must be interpreted with caution though, because the numbers of cases reported are sometimes small. For the CAREC member countries, the increase in reported cases from the end of 1989 to the middle of 1992, a 2.5 year period, was 120%6. This is much less when it is compared with the increase in the number of cases for the whole Caribbean, over the previous 2 years from the end of 1987to the end of 1989, which was over 400%2, 9. The epidemiology of AIDS in the Caribbean is~i~g through .a process of change. The epidemic initially began In the homosexual community, but this has changed rapidly to a situation in which heterosexual transmission is now the predominant mode of spread. Pre 1986 Pre 1986 Pre 1987 Pre 1988 Pre 1989 with an intravenous drug abuse problem/-". The travel patterns of the Puerto Rican IV drug abusers show that they are a highly mobile population, with &e~graphic movements highly concentrated to a linuted number of destinations, in particular New York, where there is a major HIV problems".
Female prostitution, as in many other parts of the world, is well established in Puerto Rico. A study looking at risk profiles among street and brothel sex workers, showed differences between the two groups. Street sex workers were more likely to: use IV drugs; have sex with people who used IV drugs; ccept anal sex; have sex while suffering a vaginal Infection and were more likely to be HIV positive !han their brothel counterparts. Those who worked In brothels were, however, more likely to have sex while menstruating. They were also more likely to change their sexual behaviour as a result of the AIDS epidemic'".
There are also significant barriers, for example expense, towards condom use in Puerto Rico, just as in some of the other Caribbean islands. This has ?een found to be greater among Puerto Ricans living I~. Pu~rto Rico, as compared to Puerto Ricans living In mainland USA46.
Bermuda
This is the other Caribbean country with an IV drug abuse problem. This small island also has one of the highest ratios of AIDS in the Caribbean". Unlike most of the other Caribbean islands where the introduction of the virus was mainly through sexual contact, either homosexual or heterosexual, in the case of Bermuda, the introduction and main initial means of spread of HIV was through IV drug use. In 1985/ it was found that 80% of the reported cases of AIDS from Bermuda were among IV drug abusers 41. A more recent survey in 1988 found that 58% of the AIDS cases on the island were contracted by IV drug use 42. The situation though is changing, as it is in the rest of the Caribbean, with the increasing contribution of heterosexual contact in the spread of the virus. Data show that the proportion of cases in Bermuda due to heterosexual contact rose from 6% in 1985/ to 24% in 1987 41.
Haiti
In t~e early stages of the epidemic, being. a Haitian national was considered to be one of the risk factors for HIV infection 43 ,44. This came about because in the early 1980s, up to 40% of the AIDS cases with no known risk factor, reported to the Centers for Disease Control (CDC), were persons born in Haiti and living in the USA at the time 45. However, reports later showed that risk factors such as homosexual/bisexual contact were in fact present in at least two-thirds of the Haitian patients diagnosed with AIDS46.
As mentioned earlier, in retrospect the first cases of AIDS in the Caribbean seemed to have been in Haiti.
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The question therefore is, how did HIV get to Haiti? It is thought that the virus was brought to the island by returning Haitians who went to work in Zaire in the 196Os, to fill the gap left by vacating colonialists. Haitian nationals were recruited to work in Zaire because they were black, spoke French and had no links with Belgiurrr'", The introduction of HIV to Haiti was therefore, probably via heterosexual contact, unlike that which occurred in some of the other Caribbean countries.
In addition to being probably the first Caribbean country with AIDS cases, Haiti also has a very large number of afflicted patients (Table 1) . One possible reason for the rapid spread of the virus could be the common practice in Haiti, for a person to obtain an 'injection' for 'not feeling well'. The needles and syringes used for this were frequently re-used. During the 5-year period before the onset of AIDS, intra-muscular injections were received by 89% of the patients compared with only 66% of their family and friends. The patients had also received a larger number of injections annually from non-medical sources''.
Dominican Republic
This country along with Haiti is referred to as Hispaniola, and even though the 2 are separated by mountain ranges, there is frequent travel between them. Therefore, it might be expected that Haiti would be the source of the virus for the Republic. This is actually thought not to be the case. Surveys have found that frequent homosexual contact occurs between Dominicans and tourists, particularly from the USA, but rarely between Dominicans and Haitians. Unlike the case in Haiti, the source of the HIV infection in the Dominican Republic is thought to be homosexual contact with tourists mainly from the USAI5.
The country is also underdeveloped and in the public hospitals and clinics, re-sterilization of disposable needles and syringes is performed, with the thoroughness of this process being in doubt. In addition, multiple vaccinations are performed on several people with the same needle. This could explain some of the seropositive individuals who are not known to be from any of the risk groupsl''.
The Dominican Republic is one place in thẽ arib~~an where the blood supply is dramatically insufficient and extremely dependent on paid donors; 40% of blood banks still provide unscreened blood in emergencies, therefore blood transfusion continues to be a major risk of HIV infectiorr'", This practice though does not occur among the English speaking Caribbean countries-.
St Lucia
The situation on this island is very different from that in the other Caribbean islands. The way in which the virus is thought to have arrived to the island is through heterosexual contact, not between St Lucian residents and tourists from the USA, as might have been expected, but heterosexual contact of St Lucian labourers with residents of Belle Glade, Florida, where there is a major HIV infection and . AIDS problems". Cuba This is the largest island in the Caribbean, with a population of over 10 million. It is also the only Caribbean island with very strong links with the former Soviet Union. One possible means by which HIV infection was introduced into the population, was the deployment of Cuban troops in Angola after the civil war erupted there. It is known that HIV infection exists in Angola, although not to the same extent as in some of the neighbouring countries in central Africa'".
Cuba has reported the lowest rate of AIDS of any Caribbean country in 1989, 0.11 per 100 000 population-. The Cuban strategy for controlling the epidemic is very interesting and unique in the world. This strategy involves massive island wide mandatory HIV antibody testing, lifetime quarantine if a person is found to be seropositive, extensive contact tracing and public AIDS educations".
Guyana
This country is not an island, but actually part of the northern part of South America. Its first case of AIDS was reported in 1987, and to date the main mode of transmission of the virus is homosexual! bisexual contact-. It seems to be still at the initial stage of the epidemic, which many of the other Caribbean islands have gone through. One reason that could explain the late arrival of the virus to the island, could be the fact that Guyana is a very poor country with very little tourism, so that the potential for exposure of its residents to the virus is limited.
DISCUSSION
HIV infection has become firmly established as a global pandemic. The countries of the Caribbean have a serious problem with HIV infection and AIDS, with some of them having among the highest annual incidence rates in the world". This is an important problem, not only for the people of the Caribbean, but also for all the tourists and travellers who visit the area, in particular, those visitors who engage in sexual contact with members of the local population.
The virus was introduced into the wider Caribbean region in the late 1970s primarily among the homosexual population by homosexual activity with gay and bisexual North American males. This is not the case for all the Caribbean countries though. In St Lucia for example, the virus was thought to arrive there via heterosexual contact, but the source was still the USA49. In the case of Puerto Rico, the frequent travelling of the Puerto Rican IV drug users, to and from major states of the USA like New York, would have facilitated its arrival. While in Haiti, the source of the virus was thought to be the return of Haitian nationals from Zaire, after they had gone there in the late 1960s and early 1970S 47.
The number of AIDS cases reported has continued to rise each year in most of the Caribbean countries, however the rate of rise is lower than when the epidemic first started. Some of the countries though, Puerto Rico and Surinam for example, did show a sharp rise in reported cases for 1988 and 1989. This could have been due to a major effort to review and classify many backlogged patient records. In the case of Puerto Rico, there had also been an explosive epidemic among IV drug users-".
This review has found that HIV infection and AIDS in the Caribbean affects mainly young to middleaged adults. Although males outnumber females, the gap is narrowing. This is because the rate of rise among heterosexual persons is rapidly increasing, and has outstripped that among the homosexual/ bisexual community, such that heterosexual spread is now the main mode of transmission of HIV infection in the Caribbean. The World Health Organization (WHO) has described 3 distinct epidemiologic patterns of HIV transmission. Pattern 1 is spread by homosexual!bisexual contact or IV drug abuse, pattern 2 is spread by heterosexual contact and pattern 3 is one in which the virus has been introduced more recently, with only sporadic cases such that no clear pattern of spread is yet discernible's. Of these 3 distinct patterns, the Caribbean does not seem to belong to one particular group. The region seems to be moving from being a predominantly pattern 1 area, to being a predominantly pattern 2 area, with still significant, though diminishing contribution from pattern 1 type spread. However different countries are at different stages of the epidemic. For example in Guyana homosexual!bisexual spread is clearly the main mode of transmission 2 ,}, 9,52. The Caribbean region does not have an IV drug abuse problem, with the exception of Bermuda and Puerto Ric0 7 • This is surprising considering the extent of the influence by the USA, where there are major IV drug abuse problems. This influence can certainly explain the extent of the problem in Puerto Rico, because this island is part of the USA. The Bahamas and to a lesser extent Trinidad and Tobago, also have major US influences, but the drug abuse problem in these countries is not intravenous, as might be expected, but mainly due to crack cocaine 34 ,36. There is though a problem with shared needles in some of the countries, for example the Dominican Republic. This problem is not due to drug abuse, but is in fact due to the poor economic state of some of the countries, where in hospitals and clinics, the re-use of disposable needles, both for the taking of blood and for the giving of vaccinations is practised- 15. The Caribbean is also considered an endemic region for HTLV-l infection 53 -55 , and because of the possibility that coexisting infection with HTLV-l might accelerate the immunoablative effect of HIV (based on laboratory observations that HTLV-l Infected cells are particularly susceptible to lysis by HIV in vitro 56 ,57 ) , this would explain the more rapid progression of HIV to AIDS58-6i that seems to occur in the Caribbean where the mean incubation from time of infection to time of developing AIDS has been estimated to be 7.8 to 8.2 years 62-64 • There are several factors that could explain the rapid rise in the heterosexual spread of the virus. These include the greater proportion of bisexual ales in the gay community in the Caribbean, than m North America, and the increasing levels of sexually transmitted diseases. One reason for the relatively high proportion of bisexual males is the strong social and religious disapproval of omosexuality2, causing it to be not well tolerated rn the Caribbean, therefore making it difficult to follow an exclusively homosexual lifestyle openly. A~a result, many homosexuals are married, have children and continue to engage in both heterosexual and homosexual activity. It is therefore thought that HIV was introduced into the heterosexual population when bisexual males had sexual contact with females 36. Data from Trinidad and Tobago supports this, where it was shown that while the initial cases resulting from heterosexual contact were women with bisexual partners, 72% of the heterosexual cases reported in 1987 were among males, whose only risk activity was frequent sexual contact with femaless", suggesting female to male tra~smission of the virus. Other factors facilitating rapId spread include having multiple sex partnerst eenagers engaging in unprotected sexual inter-c~urse67 and increasing levels of sexually transmitted dIseases (SID), particularly syphilis-, As a result of this increase in heterosexual transmission and the increasing proportion of Women being infected with HIV, it is not surprising that paediatric AIDS and HIV infection is a growing problem in the Caribbean, with some countries having very high proportions of paediatric cases. The B~hamas, for example has the highest proportion, WIth 16% of all its AIDS cases being paediatric in 1989. This is much greater than in the USA or Europẽ here the proportion was less than 3%68,69. That the increase in heterosexual transmission was responsible for this high level, is underlined by the finding that 98o/? of the paediatric cases reported were due to pennatal transmlsstont, AIDS in Cuba deserves special mention. Its reported incidence rate for 1989was 0.11 per 100000 populanon". It has the largest population in the Caribbean, 10.1 million and the lowest attack rate for HIV infection and AIDS of regions reporting AIDS in the Western Hernisphere'". The Cuban strategy of controlling the epidemic by mandatory HIV antibody testing, lifetime quarantine, extensive contact tracing and public education of AIDS51, seems to be quite effective in controlling the epidemicv. An alternative explanation could be that this draconian policy has driven the problem underground.
The level of HIV infection in the Cuban population, is in fact thought to be much higher than that reported, and a variety of circumstances seem to support this contentions". First of all, the deployment of Cuban troops in Angola, with an estimated 20 000 having served there since the civil war erupted, has afforded the opportunity for military personnel to become exposed?'. Large numbers of foreign students, including many from Africa, are enrolled in Cuban universities and medical schools. Many are presumably HIV antibody positive and there is no policy of screening immigrants. Also, many Cuban advisors, including more than 3000 health care workers, serve abroad, many in regions of high HIV endemicityn. In addition, gonococcal infections reportedly increased more than 500% in Cuba between 1975 and 1982 73 , and it is known that there is a strong association between STD and HIV infection'". Another factor is that homosexuality has also become increasingly accepted in Cuba, since the early days of the Castro regimen. These observations therefore make tenable the argument that AIDS in Cuba is under-diagnosed or under-reported'".
The rapid rise in heterosexual spread of AIDS, and as a result the increasing problem of paediatric AIDS in the Caribbean, is expected to continue, for the above mentioned reasons. Given the very high case fatality rates, it is likely that HIV infection and AIDS will become the most important cause of premature deaths among young adults in the near future5 2, as it has already become in some American inner cities. It is expected that those countries still in the initial stages of the epidemic, will go through the same transition as the other countries, from a predominantly homosexual/bisexual mode of spread to one that is mainly by heterosexual contact>. This increase in heterosexual spread will continue to cause a fall in the male to female ratio, which may eventually reach parity, as it has done in sub-Saharan Africa for instance.
Since AIDS kills young people in their most productive years of life, the effects of this disease may indeed be quite profound on the society as a whole 74. This effect is even greater than that of o~her conditions.such as heart disease, which usually kills people mainly when they are middle-aged or elderly, and therefore does not prevent them from making a Significant contribution to the society. HIV infection also preferentially affects the poor and less advantaged populations in the Caribbean, as it does worldwide, and this also increases the potential for a massive epidemic propagated by the heterosexual spread'", Action therefore, needs to be taken before this scenario becomes a reality. However, the mean incubation from the time of HIV infection, to the time of developintAIDS has been estimated to be 7.8 to 8.2 years 62-. Therefore it is likely that the number of AIDS cases within the region will continue to rise, even if we were 100% successful in preventing further HIV transmission today", and this is obviously unrealistic in practice.
The governments of all the Caribbean countries have realized the increasing problem of HIV infection and AIDS, and have taken it very seriously-, The main objectives of prevention and control are: 1) to prevent HIV transmission, 2) to reduce morbidity and mortality associated with HIV infection, and 3) to diminish the social and economic consequences of the AIDS epidemic. To this end, the Pan-American Health Organization (PAHO), WHO and CAREC have already collaborated with national health authorities in the design, implementation and evaluation of AIDS prevention activities in all the countries of the region". As a result, national AIDS committees have been established, education of health care workers and the public have started, and all countries now screen donated blood-.
Short-term (one year) and medium-term (3 years) plans based on the available epidemiologic evidence have been developed and implemented. Priorities include the strengthening of epidemiologic surveillance through HIV sere-surveys, and the prevention of sexual transmission through information and education strategies aimed both at those engaged in high risk behaviour and the general population-. It is known that there is a link between HIV infection and other STD, as has been shown in Trinidad and Tobagor', and any steps taken towards controlling STD on the whole, would also contribute to the reduction of HIV spread. To this end, advice on 'safer sex', with the use of condoms would be very beneficial. Several methods have been employed in the Caribbean to promote 'safer sex' and condom use, and to educate the public about the dangers of HIV infection. There are however, some arguments given by some of the Caribbean people against condom use. These include the macho image of the males, the issue of decreased sensation and the physical inconvenience of using it. Its use is also considered to be a symbol of mistrust and unfaithfulness with their regular partners'".
The success of these strategies require the cooperation and assistance of the Caribbean media as a whole. To improve the reporting by the media on the issues of HIV infection and AIDS, workshops were organized by CAREC for journalists throughout the Caribbean in November 1991, covering topics such as the biopsychosocial and legal issues, as well as a review of the AIDS prevention and control activities in the region. These workshops resulted in increased willingness of Caribbean journalists to collaborate with AIDS prevention authorities to strengthen their role in the information dissemination process".
Providing educational information though, is not enough; instead, we need interactive communication and interventions that empower people and enable them to take ownership of and sustain communitybased efforts to prevent AIDSn. In Trinidad and Tobago for example, media use has been based on a communication strategy which utilizes a wide mix of culturally sensitive media channels, messages and forms, to enhance the acceptance of these messages and increase the influence on the target audiences. To help disseminate AIDS prevention and control information, local resources such as teen rappers, community volunteers, popular theatre animators, calypsonians, illustrators, cartoonists, playwrights, actors, musicians and commercial media houses were used to produce materials centred in the social and cultural reality of the local population'".
One must be aware though that some promotion campaigns, for example, those advising 'safer sex' with the use of condoms, targeting the sexually active youth are controversial. This fear of public controversy can make official support difficult and often weakens the potential impact of mass media interventions by diluting the content of messages. It has been shown that this controversy can be limited by addressing parents, by emphasizing protection and by demonstrating to policy makers that public discussion does not necessarily lead to negative political or social consequences, but can increase impact?".
The help of risk groups, such as female sex workers (FSW), can be used to develop, implement and evaluate AIDS prevention activities for other FSW. It has been found that they and their'employers' are willing to invest time and energy to promote condom use, and to educate their clients in AIDS preventions'. The use of 'gay' organizations in HIV infection and AIDS prevention is also helpful. The experiences of the Amigos Siempre Amigos [ASA], in the Dominican Republic, shows that active'gay' participation in AIDS preventive action, has made possible the increasing organization of previously closeted young Dominican homosexual men, who are now more prone to publicly disclose and discuss their sexual identity. The increasing affiliation of members and the formation of local groups in different cities in the Dominican Republic, for example, has had a decisive preventive impact on the risk behaviour of the most sexually active young homosexual population'".
HIV infection and AIDS education and prevention, has been directed almost exclusively to adolescents and adults, thereby ignoring the need to educate young children (4 to 12 years), before they become sexually active or experiment with drugs. In addition, children have not traditionally been given effective education of sexual abuse prevention, which puts them at increased risk of HIV infection by this means. Projects in Puerto Rico have shown that reaching young children can be attained if a developmentally appropriate communication strategy is used 82 • Condom distribution and health education programmes, in addition to reducing the risk of HIV spread, also have economic benefits from the reduced infection. Even though there will be annual costs for developing and implementing these programmes, by comparing these, with the conservative estimates of lifetime direct treatment costs for infected persons, plus the productivity losses from early death, it can be seen that there IS a very high benefit to cost ratio for these programmesĨ n the absence of a vaccine, or any curative therapy, the development and strengthening of AIDS education and information campaigns, and of counselling services in all countries of the Caribbean remain the most important strategies for containing the spread of the virus. But as Freudenberg forcefully reminds us, 'we are not simply fighting AIDS: we are also striving to build a better world in which the unjust conditions that foster its spread no longer exist'?", Therefore, it is also important to take steps o re~uce the social and economic impact of HIV infection and AIDS on individuals and groups in the society.
